Introduction
The World Health Organization defines obesity as having a body mass index (BMI) of ≥30.00 kg/m 2 , with the degree of obesity defined as class I (BMI 30.00-34.99 kg/m 2 ), class II (BMI 35.00-39.99 kg/m 2 ), and class III (BMI ≥40.00 kg/m 2 ). 1 Over the past several decades, the worldwide obesity epidemic has grown at an alarmingly high rate. The proportion of overweight or obese adults with a BMI of ≥25.00 kg/m 2 has increased among men from 29.0% in 1980 to 37.0% in 2013 and from 30.0% in 1980 Primarily because of this large disease burden, obesity has been associated with high societal costs. Konnopka et al 14 estimated that obesity resulted in €4.85 million in direct costs in Germany and €5.02 million in indirect costs from sickness, early retirement, and premature mortality. An updated analysis using data collected in 2008 found that these direct and indirect costs increased by 70.0% and 62.0%, respectively. 15 Furthermore, obesity costs the social security system of Germany between €16000 and €207000 over an individual's lifetime. 16 Data from other countries show that the societal burden due to obesity is quite universal. In the USA, for example, obesity among working adults was shown to be associated with a significant increase in absenteeism, resulting in the estimated indirect costs of $8.65 billion per year. It was also shown in this study that 6.5%-12.6% of total absenteeism costs in the workplace are due to obesity. 17 In the Netherlands, the annual direct cost of obesity was estimated at €528 million, while the costs attributable to overweight BMI were as high as €1.18 billion. In the Czech Republic, the same study estimated annual direct costs of €108 million due to obesity and €198 million due to overweight BMI for the population older than 20 years. 18 A heavy burden on a country's economy is evident in other parts of the world, as a study in Thailand illustrates. In that study, it was estimated that the annual total costs attributable to obesity amounted to $725.3 million (in 2009 US dollars). Direct health care costs contributed US $333.6 million, with indirect costs contributing US $391.8 million, to annual total costs. 19 Reviews of the literature have consistently demonstrated that obesity is linked with decreased health-related quality of life. 20, 21 However, the data with respect to the relationship between obesity and health outcomes in Germany and Italy are limited. With respect to Germany, several studies have been published that document the changing epidemiology and economic consequences of obesity, 3, 14 but these data are several years old. Furthermore, few studies have examined the patient-reported effects of obesity, such as health status and impairment in daily activities. The data in Italy are also lacking with respect to these outcomes. The rapidly growing rate of obesity is a major public health concern in high-income countries and many middle-income countries. 2 Importantly, this trend is also increasing in low-income countries, turning this into a truly global challenge. Understanding up-to-date associations between obesity and its impact on quality of life and costs is thus an essential step for informing the development of effective interventions that can better match the scope of this societal problem. Therefore, the primary objective of the current study was to address these gaps in the literature by quantifying the burden of obesity on both humanistic and economic outcomes. Specifically, this study examined differences by BMI in comorbidity profile, health status, work productivity loss, activity impairment, indirect costs, health care resource utilization, and direct costs. These associations were explored among the general adult populations of Germany and Italy, as well as separately for those with T2D, prediabetes, and hypertension within each country.
the sampling strategy and respondent recruitment procedures for the NHWS have been published elsewhere. 22, 23 This study included data from adults who participated in the 2013 NHWS in Germany (N=15000) and Italy (N=10000). Respondents provided informed consent electronically prior to starting the survey and are only known by a unique identifier. The 2013 NHWS received approval from the Essex Institutional Review Board (Lebanon, NJ, USA). The NHWS is a proprietary dataset, although select data can be made available upon reasonable request for replication purposes.
All respondents with nonmissing weight data were initially included (N=14671 in Germany and N=9823 in Italy). However, given this study focused on the impact of overweight BMI and obesity on outcomes, respondents with a BMI of <18.50 kg/m 2 (ie, those who were underweight) were excluded. Additionally, because bariatric surgery is often a last resort for individuals who are obesity class III and have failed to lose weight using diet and exercise and/or other treatments, those who reported having this procedure were excluded from this study to avoid biasing the results. This left final sample sizes of N=14286 and N=9433 for Germany and Italy, respectively, in the main analysis.
Measures BMI
Respondents provided their height and weight, which were then converted into a BMI value and coded categorically as follows: underweight (BMI <18.50 kg/m 2 ), normal weight (BMI ≥18.50-<25.00 kg/m 2 ), overweight (BMI ≥25.00-<30.00 kg/m 2 ), obese class I (BMI ≥30.00-<35.00 kg/m 2 ), obese class II (BMI ≥35.00-<40.00 kg/m 2 ), and obese class III (BMI ≥40.00 kg/m 2 ).
Demographics and health characteristics
Demographics and health characteristics were examined as covariates. These variables included age (continuous), sex (male vs female), marital status (married/living with partner vs not married), education (university degree vs less than a university degree), household income (below country median vs above country median vs decline to answer), smoking status (currently smoke vs former smoker vs never smoker), alcohol use (currently drink vs do not currently drink), exercise behavior (number of days exercised in the past month), and Charlson Comorbidity Index (CCI) scores. The CCI measures the burden on the individual from nonpsychiatric comorbidities. 24 To calculate CCI scores, the presence of various comorbidities (eg, diabetes and metastatic tumor) is weighted and then summed; higher scores signify a greater comorbidity burden.
Respondents were also stratified by a self-reported diagnosis of T2D, a self-reported diagnosis of hypertension, and a positive screen for prediabetes, based on the diabetes screening score (DSS). 25 For the DSS, points are awarded, depending upon a respondent's age, sex, family history of diabetes, presence of high blood pressure, presence of overweight or obese BMI, and physical activity. Scores can range from 0 to 9, with scores ≥4 indicating a high risk of undiagnosed prediabetes.
Health status
Health status was assessed in the NHWS using the Medical Outcomes Study 36-Item Short Form Health Survey version 2 (SF-36v2). Specifically, the physical component summary (PCS), the mental component summary (MCS), and the Short-Form 6-Dimension (SF-6D) were calculated for this study. 26, 27 For all three of these measures, better health status is signified by higher scores. Past research has suggested that differences in 3.00 points on the norm-based component summary scores and 0.03 points on SF-6D health utilities represent clinically meaningful differences. 28, 29 Work productivity loss and activity impairment Work productivity loss was assessed in the NHWS using the Work Productivity and Activity Impairment-General Health (WPAI-GH) questionnaire. The WPAI-GH contains six items that measure the proportion of time taken off from work (absenteeism), reduced productivity while on the job (presenteeism), and impairment in nonwork daily activities (activity impairment) over the prior week due to one's health condition(s). The measure of overall work productivity loss from the WPAI-GH, which is also expressed as a percentage, is calculated using a combination of scores from the absenteeism and presenteeism measures. 30 Data on work productivity loss variables (absenteeism, presenteeism, and overall work productivity impairment) were collected from employed respondents, whereas activity impairment data were collected from all respondents, regardless of their employment status.
Health care resource utilization
Health care resource utilization was assessed by the following three self-reported items: number of health care provider visits, number of emergency room (ER) visits (How many times have you been to the ER for your own medical condition in the past 6 months?), and number of times hospitalized (How many times have you been hospitalized for your own medical condition in the past 6 months?) for any reason in the past 6 months. The phrasing "own medical condition" was used to ensure that accompanying a friend or relative for his/her medical issues were not included. The phrasing was intentionally vague to ensure that all medical conditions were included.
Costs
The costs for an average ER visit, hospitalization, and health care provider visit were obtained from the literature. 31, 32 These costs were converted into 2013 Euros, based on the health care-specific inflation rate reported by the European Central Bank. 33 Because the question is asked about the past 6 months, the number of each type of visit was multiplied by two to project to the annual number of visits for each respondent. The projected number was then multiplied by its average cost. Next, those figures were summed to a total direct cost value for each respondent. Indirect costs were calculated for each employed respondent by using average annual salaries from the Organization for Economic Cooperation and Development. 34 
Statistical analyses
Analyses were conducted separately for Germany and Italy. The specific analytical plan for each country was identical unless indicated otherwise. Differences between respondents by BMI category on demographics and health characteristic variables (defined above) were assessed to determine the potential covariates to include in subsequent multivariable models. These bivariate analyses involved performing oneway analysis of variance (ANOVA) tests for continuous outcome variables and chi-square tests for categorical outcome variables. P-values <0.05, two-tailed, were considered statistically significant.
Two sets of generalized linear regression models (GLMs) were conducted, one for BMI treated as a continuous variable and one for BMI treated as a categorical variable. For each set of GLMs, the relevant BMI variable was used as the predictor of each outcome variable, adjusting for the demographics and health characteristics variables that were identified as relevant covariates in the bivariate analyses, which were described earlier. Additionally, psychiatric medication use and the use of medication for a thyroid condition were also included in the GLMs as covariates (regardless of statistical significance in the bivariate analyses) due to the effects of these medications on weight. Each set of GLMs examined the relation of BMI to health status, work productivity loss, activity impairment, annual indirect and direct costs, and health care resource utilization in the past 6 months. For the GLMs, a normal distribution was specified for the health status variables, whereas a negative binomial distribution and log-link function were specified for work productivity loss, activity impairment, health care resource utilization, and cost variables, due to their pronounced skew. Parameter estimates, 95% CIs, standard errors, and statistical significance were reported for each model. The aforementioned analytical plan was then replicated for the following three subgroups within each country: those who self-reported a T2D diagnosis, those who self-reported a hypertension diagnosis, and those who screened positive for prediabetes on the DSS. All bivariate comparisons and GLMs for the comorbidity subgroup analyses were performed, as described earlier.
Results

Germany Descriptive statistics
Among all German respondents (N=14286), a total of 43.46% were normal weight, 35.24% were overweight, and the remaining 21.29% were obese (13.89% were obese class I, 4.79% were obese class II, and 2.60% were obese class III). Differences in demographics and health characteristics across BMI categories are reported in Table 1 . Males were more likely to be overweight or obese class I, whereas females were more likely to be normal weight, obese class II, or obese class III (P<0.001). As BMI increased, the number of days exercised per month decreased and the comorbidity burden (CCI scores) increased (for both, P<0.001).
Health and economic burden of obesity
Adjusted differences in health status by BMI category are reported in 
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Burden of obesity in Germany and Italy differences between obese class I and obese class III on these variables (for both, P<0.05). Additional analyses were conducted to examine the relationships between BMI, assessed continuously, and the outcome variables (data not shown). Higher BMI was related to significantly worse health status, as indicated via lower scores on the PCS, MCS, and SF-6D health utilities (for all, P<0.05). Similarly, statistically significant positive associations were observed between BMI and absenteeism, presenteeism, overall work productivity loss, activity impairment, health care provider visits, and costs (for all, P<0.05); specifically, increases in BMI related to increases in work productivity loss and activity impairment, a greater number of health care provider visits, and higher costs. No statistically significant associations were observed between BMI and either ER visits or hospitalizations.
Comorbidity burden of obesity T2D
Among all respondents with T2D in Germany (N=1153), a total of 14.40% were normal weight, 36.25% were overweight, and the remaining 49.35% were obese (26.37% were obese class I, 14.83% were obese class II, and 8.15%
were obese class III [ Figure 1] ). Although patients with T2D were predominantly male across all BMI categories, the sex distribution was more skewed among overweight and obese class I (P<0.05; data not shown). With increases in BMI, respondents were less likely to have a university degree and exercised fewer days per month (P<0.05; data not shown). Adjusted mean differences in outcomes between BMI categories are reported in Additional analyses were conducted to examine the relationships between BMI, assessed continuously, and the outcome variables among those with T2D (data not shown). Significant negative associations were observed between BMI and scores on the PCS and SF-6D health utilities (for both, P<0.05), which indicated that higher BMI related to worse health status. No significant association was observed between BMI and MCS scores. With respect to economic outcomes, BMI was associated with higher presenteeism, more health care provider visits, and greater direct costs (for all, P<0.05).
Hypertension
Among all respondents with hypertension in Germany (N=3887), a total of 21.33% were normal weight, 39.95% were overweight, and the remaining 38.72% were obese (23.08% were obese class I, 9.70% were obese class II, and 5.94% were obese class III [ Figure 1] ). Although patients with hypertension were predominantly male across all BMI classes, the sex distribution was more skewed among overweight and obese class I (P<0.05; data not shown). With increases in BMI category, the likelihood of having a university degree and the number of days exercised per month decreased (for both, P<0.05; data not shown). No statistically significant differences by BMI category were observed with respect to comorbidity burden, as measured by the CCI.
Adjusted mean differences in outcomes by BMI category among those with hypertension are reported in Additional analyses were conducted to examine the relationships between BMI, assessed continuously, and the outcome variables among those with hypertension (data not shown). Significant negative associations were observed between BMI and scores on the PCS and SF-6D health utilities (for both, P<0.05); specifically, higher BMI related to worse health status on these measures. No relationship was observed between BMI and MCS scores. Additionally, higher BMI was significantly associated with higher presenteeism, overall work productivity loss, activity impairment, health care provider visits, and indirect costs (for all, P<0.05). No statistically significant relationships were observed between BMI and absenteeism, ER visits, hospitalizations, or direct costs.
Prediabetes
Among all respondents who screened positive for prediabetes in Germany (N=3840), a total of 12.45% were normal weight, 45.16% were overweight, and the remaining 42.40% were obese (28.07% were obese class I, 8.26% were obese class II, and 6.07% were obese class III [ Figure 1] ). Although patients with prediabetes were predominantly male across all BMI categories, this skew was more pronounced among overweight and obese class I (P<0.05; data not shown). As BMI category increased, the likelihood of having a university degree and the number of days exercised per month decreased (for both, P<0.05; data not shown).
Adjusted mean differences in outcomes by BMI category among those with prediabetes are reported in Additional analyses were conducted to examine the relationships between BMI, assessed continuously, and the outcome variables among those with prediabetes (data not shown). Significant negative associations were observed between BMI and scores on the PCS and SF-6D health utilities (for both, P<0.05), with higher BMI associated with worse health status on these measures. No statistically significant relationship was observed between BMI and MCS scores. Higher BMI was associated with greater presenteeism, overall work productivity loss, and activity impairment, more health care provider and ER visits, and higher indirect and direct costs (for all, P<0.05). However, BMI was not significantly related to absenteeism or hospitalizations.
Italy Descriptive statistics
Among all respondents in Italy (N=9433), a total of 52.26% were normal weight, 34.85% were overweight, and the remaining 12.89% were obese (9.49% were obese class I, 2.28% were obese class II, and 1.12% were obese class III). Differences in demographics and health characteristics by BMI category are reported in Table 4 . A significant difference for sex was observed. Respondents who were overweight or obese class I were significantly more likely to be male, whereas respondents who were normal weight, obese class II, or obese class III were more likely to be female (P<0.001). In general, being below the country median on household income was more likely, whereas being employed or having a university degree were less likely, with increases in BMI category (for all, P<0.001). Also, as BMI increased, the number of days exercised per month decreased and the comorbidity burden increased (for all, P<0.001).
Health and economic burden of obesity
Adjusted mean differences in outcomes by BMI category are reported in Table 5 . All BMI categories significantly differed from obese class III on PCS scores (for all, P<0.01). All BMI categories, with the exception of obese class II, significantly differed from obese class III on MCS (for all, P<0.05) and SF-6D health utilities' scores (for all, P<0.01), presenteeism (for all, P<0.05), and activity impairment (for all, P<0.05). Only normal weight respondents differed from those in obese class III with respect to overall work productivity loss and indirect costs (for both, P<0.05). No statistically significant differences by BMI category for absenteeism, any of the health care resource utilization variables, or direct costs were observed.
Additional analyses were conducted to examine the relationships between BMI, assessed continuously, and the outcome variables (data not shown). Significant negative associations were observed between BMI and scores on the PCS and SF-6D health utilities (for both, P<0.05), which suggests that higher BMI related to worse health status on these measures. Moreover, higher BMI was associated with higher presenteeism, overall work productivity loss, activity impairment, health care provider visits, and indirect costs (for all, P<0.05). No statistically significant associations were observed between BMI and ER visits, hospitalizations, or direct costs.
Comorbidity burden of obesity T2D
A total of N=421 respondents in Italy reported a diagnosis of T2D. Among these respondents, a total of 25.42% were normal weight, 43.94% were overweight, and the remaining 30.65% were obese (17.58% were obese class I, 8.08% were obese class II, and 4.99% were obese class III [ Figure 2] ). Although patients with T2D were predominantly male across all BMI classes, the sex distribution was skewed to a greater degree among overweight and obese class I (P<0.05; data not shown). Household income, education, and employment status did not significantly vary by BMI category. As BMI category increased, the number of days exercised per month decreased, and the comorbidity burden increased (for both, P<0.05; data not shown). Adjusted mean differences in outcomes by BMI category among those with T2D are reported in Table 6 . All BMI categories significantly differed from obese class III in PCS scores (for all, P<0.01), with BMI class III associated with poorer health status. With the exception of obese class II, all BMI categories significantly differed from obese class III in MSC scores (for all, P<0.05), SF-6D health utilities (for all, P<0.01), presenteeism (for all, P<0.05), and activity impairment (for all, P<0.05). Only normal weight had significantly less overall work productivity loss and incurred lower annual indirect costs than obese class III (for both, P<0.05). No statistically significant differences by BMI category were observed for absenteeism, any of the health care resource utilization variables, or annual direct costs.
Additional analyses were conducted to examine the relationships between BMI, assessed continuously, and the outcome variables among those with T2D (data not shown). A significant negative association was observed between BMI and PCS scores (P<0.05), as higher BMI was related to worse health status. No statistically significant relationships were observed between BMI and scores on the MCS submit your manuscript | www.dovepress.com or SF-6D health utilities. Although a significant positive association between BMI and activity impairment was observed (P<0.05), no statistically significant relationships were observed with any of the work productivity loss, health care resource utilization, or cost variables.
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Hypertension
Among all respondents with hypertension in Italy (N=1771), a total of 33.65% were normal weight, 44.16% were overweight, and the remaining 22.19% were obese (14.96% were obese class I, 4.86% were obese class II, and 2.37% were obese class III [ Figure 2] ). Although patients with hypertension were predominantly male across all BMI classes, this skew was more pronounced among overweight and obese class I (P<0.05; data not shown). Respondents with hypertension had significantly lower household income and a lower likelihood of having a university degree (for both, P<0.05; data not shown). As BMI category increased, the number of days exercised per month decreased and the comorbidity burden increased (for both, P<0.05; data not shown).
Adjusted mean differences in outcomes by BMI category among those with hypertension are reported in Table 6 . All BMI categories had significantly higher PCS scores than obese class III (for all, P<0.001). Significantly higher scores on the SF-6D health utilities were observed for normal and overweight, compared with obese class III (for both, P<0.05). No other statistically significant differences by BMI category were observed.
Additional analyses were conducted to examine the relationships between BMI, assessed continuously, and the outcome variables among those with hypertension (data not shown). Significant negative associations were observed between BMI and scores on the PCS and SF-6D health utilities (for both, P<0.05), with higher BMI being associated with worse health status on these measures. No other statistically significant relationships were observed.
Prediabetes
Among all respondents with prediabetes in Italy (N=2646), a total of 17.20% were normal weight, 52.80% were Table 6 Differences by BMI category in health and economic outcomes, adjusted for covariates, among adults with T2D, prediabetes, and hypertension in Italy Figure 2] ). Although patients with prediabetes were predominantly male across all BMI categories, this distribution was skewed to a greater extent among the normal and overweight categories (P<0.05; data not shown).
Adjusted mean differences in outcomes by BMI category among those with prediabetes are reported in Table 6 . All BMI categories, with the exception of obese class II, had significantly higher PCS scores than obese class III (for all, P<0.001). Both normal weight and overweight had significantly higher scores on the SF-6D health utilities and less activity impairment than obese class III (for all, P<0.05). Only overweight had significantly higher MCS scores than obese class III (P=0.023). There were no statistically significant differences by BMI category observed on any of the work productivity loss, health care resource utilization, or cost variables.
Additional analyses were conducted to examine the relationships between BMI, assessed continuously, and the outcome variables among those with prediabetes (data not shown). Significant negative associations were observed between BMI and scores on the PCS and SF-6D health utilities (for both, P<0.05), suggesting that higher BMI was associated with worse health status on these measures. Furthermore, higher BMI was significantly associated with greater activity impairment (P<0.05). No other statistically significant associations were observed.
Discussion
The prevalence of obesity in the current study was estimated to be ~21.0% in Germany, which is comparable to estimates provided in a recent study from that country and similar to the prevalence estimated in the 2008-2011 German Health Interview and Examination Survey for Adults. 3 While the rates of obesity in Germany seem to be stabilizing, the same does not hold true for Italy. Italy seems to follow the general global trend of a rise in obesity prevalence. Data collected between 2006 and 2010 indicated an estimated prevalence of obesity of 8.9% among adults, which increased to 10.2% in 2015, according to the Italian National Institute of Statistics. 5 Results of our study suggest the prevalence of obesity in Italy has further increased to 13.0%. 4 Combining these figures with the percentage of people who are overweight, our results suggest that nearly half of the adults in Italy and the majority of adults in Germany are either overweight or obese. Taken together, these results underscore the scope of the obesity epidemic in Western Europe. Similar to studies conducted in the USA, the prevalence of obesity was higher among those with prediabetes and T2D. 35 However, obesity may differentially impact metabolic and cardiac functioning. Accordingly, our findings suggest that the humanistic and societal impact of obesity varies depending on the comorbid condition (obesity, prediabetes, T2D, and hypertension) and the domain of functioning under consideration.
Our results suggest a significant negative association between BMI and health status in the general adult population in both Germany and Italy. Specifically, across all respondents, higher BMI was related to significantly lower physical health status. This is consistent with prior studies that demonstrated that obesity most strongly affects physical domains of functioning. 20, 21, 35 The magnitude of these effects exceeded established cutoffs for clinically meaningful differences in PCS scores in comparisons of obese class II and obese class III, relative to normal weight (ie, differences that exceeded 3.00 points). 28 Clinically meaningful differences in SF-6D health utilities were also observed between obese class II and obese class III respondents, compared with normal weight respondents (ie, differences that exceeded 0.03 points). 29 Comorbidity subgroup analyses revealed a similar pattern of results for the total sample within each country, although comparisons were underpowered in some cases, particularly in Italy. Regardless, in both countries, clinically meaningful differences in PCS and SF-6D health utilities were also observed in obese class III, relative to normal weight, respondents among those in each comorbidity subgroup (T2D, prediabetes, and hypertension).
We also found a significant association between BMI category and activity impairment. Approximately 50.0% more impairment in daily activities was observed among obese class III respondents, relative to normal weight respondents, in both Germany and Italy. The same pattern was observed in each comorbidity subgroup within each country, although these effects were weaker among those with hypertension. In addition, presenteeism was significantly higher in the obese class III groups of both countries, when compared with respondents in most other BMI classes in both countries.
Prior studies have found a significant relationship between obesity and indirect economic outcomes in Germany. [14] [15] [16] 36 Although our study focused solely on work productivity loss when defining indirect costs (rather than also considering indirect costs attributed to early retirement or other factors), we found that indirect costs increased concomitantly with BMI category among German adults. Indeed, indirect costs were ~76.0% higher among obese class III respondents, relative to normal weight respondents. Notably, higher BMI was related to significantly higher absenteeism and of overall work productivity impairment in Germany. In contrast, in Italy, overall work impairment did not significantly differ between obese class III and the remaining BMI groups (except for normal weight respondents) and there were no significant differences in absenteeism between obese class III respondents, relative to respondents from other BMI classes. These effects were smaller and largely nonsignificant, potentially due to insufficient statistical power. A significant difference between obese class III and normal weight respondents, but not other BMI classes, was uncovered in which indirect costs were ~60.0% higher for the former, relative to the latter, group. When examined by comorbidity subgroup, indirect costs were ~15.0% (prediabetes) to 50.0% (T2D) higher in obese class III, relative to normal weight, respondents.
Finally, significant positive associations were observed between BMI, health care resource utilization, and direct costs, as consistent with prior studies, in Germany. 14 Although, in both countries, there were nearly no significant differences between BMI classes with respect to the number of ER visits or hospitalizations in the previous 6 months, the same did not hold true for the number of health care provider visits in Germany. In this country, direct costs were ~28.0% (hypertension) to 58.0% (all adults) higher among obese class III respondents, compared with normal weight respondents, which was mostly attributed to a higher number of health care provider visits. In Italy, no differences were observed with respect to health care resource utilization or direct costs for any of the comorbidity subgroups. This was potentially due to a combination of reduced statistical power (because of lower sample sizes) and smaller differences between groups.
Given the fast-growing rate of obesity observed worldwide and the burden it carries, it is quite important to understand the most up-to-date magnitude of the impact on the national economy and on the quality of life of patients. The recent data from Italy and Germany presented in the current study contribute to this body of knowledge.
Future research, particularly with longitudinal designs better equipped to detect the downstream economic consequences of obesity, should be undertaken to more precisely quantify the health care resource utilization burden attributed to obesity in these countries.
Limitations
The current study had some limitations to consider when interpreting the results. First, all data were self-reported, and no objective confirmation of BMI, T2D diagnosis, hypertension diagnosis, health characteristics, or health care resource utilization was available. Reporting errors may have occurred, causing some people to inadvertently be included in the inaccurate BMI category. Moreover, the study was cross-sectional, so it was not possible to establish a clear causal pathway between BMI and the outcomes of interest. Related to this point, our modeling focused on the independent effect of BMI, while statistically controlling for demographic and health characteristics. However, with BMI reduction, other aspects of the person's health (eg, presence and severity of comorbidities) may also improve, which may amplify the benefits to health. This was not taken into account in the current study and may be an important area for future research. Additionally, costs were estimated based on wage rates, inflation rates, and prior literature on cost multipliers. Hence, estimated costs may be different than true costs obtained through other means. Disability-related costs and other non-wage related variables were not accounted for in the indirect cost calculation; as such, this study may provide somewhat more conservative estimates of indirect costs. Finally, although the NHWS is demographically representative with respect to age and sex, it is unclear to what extent this analytical sample generalizes to the various comorbidity subgroups in the general adult population (eg, those with prediabetes, T2D, or hypertension).
Conclusion
The findings demonstrated the substantial burden of obesity in both Germany and Italy across multiple domains, including health status, impairment in daily activities, and economic outcomes. This burden is more pronounced in Germany than in Italy, particularly with regard to economic outcomes. Consistent with past research, indirect costs were notably higher than direct costs, emphasizing the importance of factoring in work productivity loss when estimating the societal burden of obesity. Generally, the burden of obesity among those with T2D, prediabetes, or hypertension was similar to that of the general adult population.
